A T LEAST 1 in 5 children in the United States has a mental health disorder, and 1 in 10 has a serious emotional disturbance. 1 These problems are a source of stress for the child, as well as the family, school, community, and larger society. [1] [2] [3] It is important to understand the burden of children's mental health problems and their impact on family functioning to assess the needs and gaps in mental health services for children and their parents. 4, 5 Previous research has shown that parents of children with mental or behavioral health problems experience higher levels of stress in their parenting roles. [6] [7] [8] [9] Parents of these children have higher rates of mental health problems, as well as higher marital, employment, and financial problems. [10] [11] [12] [13] [14] [15] In addition, parents of these children are less likely to be involved or have a close relationship with their children because of stressful life circumstances. 15 In Rhode Island, studies have indicated that there are inadequate resources (eg, child psychiatrists) and fragmented systems of care in mental health services for children and their families. 16, 17 However, there have been no population-based studies in the state that estimate the burden of children's mental health problems and its relationship with family functioning.
Our objectives were to (a) estimate the prevalence of children's mental health problems, (b) assess the level of family functioning, and (c) investigate the relationship between children's mental health and family functioning in Rhode Island. We hypothesized that parents of children with mental health problems would be more likely to have high stress levels and less likely to be involved with their children.
METHODS

Data
The 2003 National Survey of Children's Health's (NSCH) Rhode Island data were used for the analyses. The NSCH is a random-digit-dial telephone survey of a sample of parents with children Ͻ18 years of age from each of the 50 states and the District of Columbia, using a statespecific sampling frame. In Rhode Island, a total of 2019 interviews were completed, with the weighted overall response rate of 57.1%. Among them, children 6 to 17 years of age (N ϭ 1326) were used for this study, because the measures of mental health status and family functioning for children Ͻ6 years of age were less reliable. Human subjects review was not required for this study. The survey design is described briefly in the article by Kogan and Newacheck in this issue 18 ; more in-depth information can be found elsewhere. 19 
Dependent Variables
Two aspects of family functioning were assessed: parental stress and parental involvement with their child.
Parental stress was measured by using the Aggravation in Parenting Scale (APS), which was derived from the Parenting Stress Index. 20 The APS is an index of stress in the parenting role measured by administering a 4-item sequence of questions that have been used in many other studies. [21] [22] [23] In accordance with previous studies, we used those 4 questions to measure the level of parental stress. Parents who reported "very close" and "very well" to both questions were defined as having high parental involvement.
The measures of parental stress and parental involvement were coded as a dichotomous variable (high versus low) for the analyses.
Independent Variables
Four questions were used to identify whether a child had a mental health problem: "Does [sample child] have any kind of emotional, developmental, or behavioral problem for which [he/she] needs treatment or counseling?"; "Has a doctor or health professional ever told you that [sample child] has: Attention Deficit Disorder (ADD) or Attention Deficit Hyperactive Disorder (ADHD)?; depression or anxiety problems?; behavioral or conduct problems?" A child is classified as having a mental health problem when a parent answered "yes" to any of these 4 questions. Therefore, when we refer to "child's mental health problem" in this article, it refers to a broader array of children's mental, emotional, developmental, and behavioral problems. The degree of the child's mental health problem was further classified by using the number of questions that were answered "yes" by parents, with categories of no problem, 1 problem, and 2 or more problems. We considered 2 or more problems as a severe problem in this article.
Other covariates include child's characteristics (age, gender, race/ethnicity, and special care needs), household or parental characteristics (education, household income, family structure, employment status, number of children in the household, and mother's general health and mental health). These variables were considered as confounding factors when examining the association of children's mental health with the dependent variables in the logistic regression analyses.
Statistical Analysis
Analyses were conducted by using the Survey Data Analysis (SUDAAN 9.0) statistical software to account for the weights and the complex survey design. 24 Univariate descriptive statistics were used to describe the prevalence of our independent and dependent variables: children's mental health problems, high level of parental stress, and low level of parental involvement. Bivariate analyses were employed, by using the 2 tests, to examine the estimated prevalence in relation to selected child/family/parent characteristics. Multivariate logistic regression was used to determine the association of children's mental health status with parental stress and parental involvement. A logistic regression model was constructed with variables that were significantly associated with at least 1 of our dependent variables in the bivariate analysis. Because mother's general health was highly correlated with mother's mental heath (correlation coefficient ϭ 0.42), we excluded mother's general health from the final model. Separate logistic regression models were constructed for parental stress and parental involvement. Responses of "don't know" and "refuse to answer" were excluded from the analyses. The results presented here are weighted data to reflect the 165 778 Rhode Island children 6 to 17 years of age, except for sample sizes (N) that were unweighted. Table 1 describes the distribution of the study population by selected child/family/parent characteristics used in the analyses. The characteristics of the children included: more than half (59%) of the children were aged 6 to 12 years; 51% were male; the majority were white (86%), non-Hispanic (87%), and did not need special services or care (86%). The characteristics of the household or parents included: the majority had more than a high school education (anyone in the household who had the highest level of education) (66%); one third (33%) of the children lived in households with Ͻ200% of the federal poverty level; 61% of the children were living with 2 parents (biological/adopted); 89% were living in households with anyone who was employed Ն50 weeks in the past year; 62% of the household had 1 or 2 children. The majority of the mothers of these children had "good, very good or excellent" mental health (91%) and "good, very good or excellent" general health (90%). Table 2 shows the prevalence of children with a mental health problem, high parental stress, and low parental involvement, and their relation to selected characteristics. 
RESULTS
Study Population
Univariate and Bivariate Analyses
Mental Health Problem
Multivariate Analyses
Our final model of multivariate logistic regression, based on our bivariate analysis, included child's mental health status, child's age, race/ethnicity, whether or not the child needed special care, parent's education, poverty level, family structure, employment status, number of children in the household, and mother's mental health (Table 3) .
Parental Stress
The results of logistic regression revealed that children's mental health was strongly associated with parental stress. After controlling for all variables in the model, parents of children with mental health problems had nearly 4 times the odds of high stress (adjusted odds ratio [aOR]: 3.9; 95% CI: 2.3-6.6), compared with parents of children without mental health problems. When a child's mental health problems were severe, the odds of high parental stress were elevated (aOR: 5.7; 95% CI: 2.8 -11.6; data not shown). In addition to children's mental health status, factors significantly associated with high parental stress were race/ethnicity, parental education, mother's mental health status, and whether or not the child needed special care. Blacks (aOR: 2.9; 95% CI: 1.1-7.8), Hispanics (aOR: 3.6; 95% CI: 1.5-8.4), parents of children who needed special care (aOR: 2.0; 95% CI: 1.1-3.7), parents with a high school education (aOR:
2.2; 95% CI: 1.1-4.3), and mothers with poor mental health (aOR: 2.3; 95% CI: 1.1-4.8) had significantly increased odds of high parental stress compared with their reference groups.
Parental Involvement
After controlling for child and parent characteristics in the logistic regression model, children's mental health was not associated with parental involvement (aOR: 1.2; 95% CI: 0.7-1.9). In this model, child's age, parental employment status, and mother's mental health were significantly associated with the level of parental involvement. Low parental involvement was significantly higher among mothers of teens (aOR: 2.6; 95% CI: 1. The parental stress and the parental involvement seemed to be quite different aspects of family functioning (correlation coefficient ϭ Ϫ0.14). Accordingly, factors associated with parental stress and parental involvement were quite different in the results of the logistic regression. For example, a child's mental health problem and/or a child's need of special care were strongly associated with high parental stress, although these factors were not associated with parental involvement. In other words, a child's poor physical or mental health may be a stressor for the parents, but these factors do not affect parental involvement with their child. In addition, minority parents (black and Hispanic) were found to have significantly higher stress levels, whereas minority status was not associated with parental involvement. Parental involvement was significantly lower among those parents who had teenagers and parents who were not fully employed; however, these factors were not associated with parental stress. Mother's mental health status was found to be the only factor that was significantly associated with both parental stress and parental involvement. If a mother had poor mental health, the family functioning level was significantly lower.
Several limitations of this study should be noted. First, our study found that children's mental health was strongly associated with parental stress. Because this is a cross-sectional study, we could not determine the direction of the association. Children's mental health certainly can impact parental stress, but high parental stress can also be a risk factor of children's mental health problems. 13, 14 Second, there is no standard definition of children's mental health problems in the survey questions, making it difficult to compare with other sources of data. By asking a parent whether a doctor diagnosed their child with certain symptoms of mental health problems, we may exclude those children who experienced the symptoms but were not diagnosed by a doctor. Therefore, the prevalence of children with mental health problems may be underestimated. Third, previous research revealed that the measure of parental stress using 4 questions has limited cultural validity among Spanishspeaking Hispanic parents. 23 The cultural validity of this measure was not verified in this study. Lastly, by using state-specific data, some groups have small sample sizes that make it difficult to produce meaningful results (eg, blacks, multiple and other races, those with less than a high school education, etc).
CONCLUSIONS
When examining the mental health issues and needs of children, parental mental health and stress must also be considered. Identification of families with high stress levels and providing appropriate support services to address the needs of both parents and children is critical. Health care providers, schools, public and private insurers, and social service programs can play a key role in early identification and counseling. It is important that these services and programs be accessible, family-centered, continuous, comprehensive, compassionate, culturally effective, and coordinated via the medical home concept.
